A Journal of the Philosophy 
and Ethics of Medical Practice 


30 : 
3 - 


FEDERATION OF _ 
CATHOLIC PHYSICIANS? ¢ 


_ FEDERATION OF al ee PHYSICIANS' GUILDS 


De. Joun w. Baciuiy 


1101 Beacon Street 
Brookline 46, Mass. 


First Vice-President “Moderator 
Dr. Wiiu1am P. Cuester _ Rey. Dowatp A. McGowax 
742-68 Maccabees Building 12 Mas: 


Detroit, Mich. 


Acting Editor 
. R, KNewg1 Rev, Joun J. Franacan, S.J. 
1488 South Grand emieverd 1488 South Grand Boulevard 
St. Louis 4, Missouri St. Louis 4, Missouri \ 


Affiliated Guilds 


e Linacre Quarterly 


al Journal of the Federation of Catholic Physicians’ Guilds 


EB) 8A MAY, 195] No. 2 
CONTENTS: Page 
: > Editorial 33 
: ) Medical Ethics Books 34 
i Gerald Kelly, S.J. 
Editor: : » The Medical Social Worker's 
; : Contribution to Total Patient Care 41 
n J. Flanagan, S.J. i Sister M. Richard, R.S.M. 
: » Medico-Moral Notes 50 
il Offices: : Francis P. Furlong, S.J. 
8 So. Grand Blvd. i 


Louis 4, Mo. ; 


| Information 


Tur Linacre Quarterty appears February, May, August, 
and November. Manuscripts and news items should be directed 
to the Editor. 


Correspondence concerning advertising, subscriptions to the 
Journal and other business matters should be directed to the 
Acting Executive Secretary. 


Subscriptions to Tue Linacre Quarterty for members of 
the various affiliated Guilds, defrayed from membership dues, 
are arranged by the officers of the respective Guilds. The 
Subscription Fee for institutions, agencies or other persons is 
$2.00 per annum or 50c for the individual number. Notice of 
changes of address should include the complete old and new 
forms of address. Remittances for subscriptions and for other 
business in connection with the Journal should be made payable 
to “THe LINacrRE QUARTERLY.” 


ANNUAL MEETING OF CATHOLIC PHYSICIANS 


Wednesday, June 13, 1951, 12:30 p.m., is set for the 
Annual Meeting of Catholic Physicians. The occasion is 
sponsored by the Federation of Catholic Physicians’ 
Guilds but not necessarily limited to membership. All 
Catholic doctors are most welcome to attend. 


The Claridge Hotel, Atlantic City, New Jersey, is the 
place. Luncheon and meeting are planned. 


This is the afternoon set aside during the AMA Con- 
vention for special meetings. 


If you have not mailed your reservation to date, you 
are urged to do so now to assist adequate arrangements. 


e Linacre Quarterly 


Editorial 


T IS CUSTOMARY for most good Catholics to begin each 
day with the recitation of the Morning Offering. By means 
of this prayer they offer to God all their thoughts, words, 

and actions of the day. It is a beautiful custom and it is a most 
effective way of elevating our thoughts and actions to the level of 
prayer and to the plane of a higher motivation. Most of us 
Catholics must be content to offer to God each day very common- 
place actions and very ordinary thoughts and it is consoling to be 
able to dignify them as an offering to God. 


The Catholic doctor has more to offer to God each day. It is 
his privilege to perform acts which have already received a special 
significance because Christ Himself performed them during His 
hfetime. Our Lord loved the sick to such an extent as to identify 
them with Himself, “‘Because you-have visited the sick, you have 
visited Me.” He loved them so much that He touched them and 
cured them. The Catholic doctor then is privileged to follow in the 
footsteps of Christ and to minister to the sick in the same manner. 


It would certainly be regrettable if the Christian physician 
would permit his professional work to descend to the level of mere 
market place activities. It would be tragic if the sick would have 
to think of their physicians as they do of the banker, the grocer, 
and the contractor. Thank God, this seldom happens. 


To all Catholics the Church has recommended the Corporal 
Works of Mercy. But only to the physician and the nurse has been 
offered the opportunity of complete dedication to one of the 
Corporal Works of Mercy, “to visit the sick.” Our Catholic 
physicians may well ponder each morning, as they recite the 
Morning Offering, the special privilege of offering to God through- 
out the day so many acts which have special value and significance 
because they are so Christlike and because they are performed for 
those whom Christ loved so much. 
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Medical Ethics Books 


Some Recommendations for Doctors 
Gerald Kelly, S.J. 


HE BOOK LISTS given here are an answer to frequent 

requests. The comments are added because the requests are 

generally for recommendations, not merely for lists. Since I 
am including comments, I am limiting the lists to publications with 
which I am personally familiar. 


The comments express my personal opinion. Others might 
choose different books for a recommended list and might also give 
different estimates of the works that I include here. It would be 
very helpful, I think, if they would send their suggestions to the — 
Editor of LINACRE QUARTERLY for publication in some 


future number. 


For the most part, my lists are limited to fairly recent publica- 
tions, that is, to the last ten or fifteen years. No doubt some earlier 
works are still of great value. Nevertheless, my purpose is not to 
give an exhaustive bibliography for research, but a limited bibliog- — 
raphy for practical purposes; and I think that everything of 
practical value in the older works is sufficiently included in these 
more recent publications. 


In recommending these works I am not expressing agreement 
with everything said in them. Practically every book listed here 
contains some points with which various theologians might dis- 
agree. My own views and criticisms are sufficiently expressed in 
other places. The main purpose of the present comments is to 
indicate the positive value of the publications mentioned. 

A. Minimum Essentials. The Following Works Should Be Availa- 
ble to Every Catholic Member of the Medical Profession: 


1. Ethical and Religious Directives for Catholic Hospitals. 
The Catholic Hospital Association, 1438 South Grand Boulevard, 
St. Louis 4, Mo. 
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This is the revised code sponsored by the Catholic Hospital 
Association of the United States and Canada and published in 
1949. A French version, entitled Code de Morale a Vusage des 
Médicins et des Infirmiéeres, may be obtained from: Comité des 
Hopitaux du Québec, 325 Chemin Sainte-Catherine, Outremont, 
Montreal 8. 


The first section of the code contains a brief statement of 
ethical principles and applications of these principles to the main 
problems likely to occur in hospital practice. The second section 
contains directives concerning the reception and administration of 
the sacraments and concerning the disposal of a dead fetus and of 
amputated members. 


2. Medical Ethics, by Charles J. McFadden, O.S.A. F. A. 
Davis Co., Philadelphia, Pa., 1949. 


This is the most complete, most-up-to-date, and most useful 
single volume of médical ethics in English. It was first published 
in 1946, under the title, Medical Ethics for Nurses. The first work 
was good; the second is much better. More lengthy comments on 
Father McFadden’s book may be found in LINACRE QUAR- 
TERLY, February, 1950, pp. 7-9. 


One feature of Medical Ethics is that almost every chapter 
concludes with a number of problems to be solved. Father McFad- 
den’s answers to these problems are given in a companion volume, 


Reference Manual to Medical Ethics, also published by F. A. Davis. 


3. Medico-Moral Problems, I, II, and III, by Gerald Kelly, 
S.J. The Catholic Hospital Association, St. Louis 4, Mo., 1949, 
1950, 1951. 


For those who wish a complete treatise on medical ethics, these 
booklets are no substitute for Father McFadden’s book, but they 
are a needed supplement to it. They are made up of articles that 
have appeared in Hospital Progress and LINACRE QUAR- 
TERLY. They deal with current problems and give adequate, but 
not too lengthy, answers to these problems. The articles refer 
frequently to the hospital code, and some of them were explicitly 
written as commentaries on certain sections of the code. 
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B. Other Publications Dealing with Ethical and Religious Aspects 
of Medical Questions: 


4. The Catholic Doctor, by A. Bonnar, O.F.M. Burns, Oates 
and Washbourne, Ltd., London, 1948. 


This book contains a compendious treatment of such problems — 
as -sex, birth prevention, abortion, euthanasia, sterilization, scru- 
ples, psychotherapy, the professional secret, and so forth. To his 
discussion of these topics the author has wisely prefaced chapters 
of more general and fundamental value on the Church, miracles, 
law, the principle of the double effect, scandal, and cooperation. 


In its general scope Father Bonnar’s book compares favorably 
with Father McFadden’s. But it was written primarily for British 
readers, and some of its most important chapters might lack 
appeal for American doctors. For this reason I consider Father 
McFadden’s book more valuable for us. 


5. Ethics of Ectopic Operations, by T. Lincoln Bouscaren, 
S.J. The Bruce Publishing Co., Milwaukee, Wis., 1944. 


With Father Henry Davis, S.J., in England, and Father — 
Arthur Vermeersch, $.J., in Rome, Father Bouscaren believed that _ 
the correct moral solution to the problem of ectopic pregnancy 
could be given only when the medical facts were adequately por- 
trayed and understood. His book represents a very successtul 
effort to find and to appraise the medical facts, and its publication 
was a major turning point in the controversy over ectopic opera- 
tions. It was first published by the Loyola Press, Chicago, in 1983. 
The second edition (to which I refer in this bibliography), though 
substantially the same as the first, contains some added material 
that should be of special interest to doctors. Both editions offer 
not only a thorough study of the ectopic problem, but also much 
excellent material on the entire question of direct and indirect 
killing of a fetus. 


6. Handbook of Medical Ethics, by S. A. La Rochelle, O.M.L., 
and C. T. Fink, M.D., C.M. The Newman Press, Westminster, 
Md., 1943. 
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In format this handbook resembles a small pocket dictionary. 
‘It is intended for nurses, physicians, and priests. It covers the 
general ethical principles pertaining to conscience and human 
conduct, a very large number of ethico-medical problems, a number 
of practical directives relative to the reception and administration 
of the sacraments, and some principles of charity and justice that 
have special reference to the medical profession. The original, 
entitled Précis de Morale Médicale, is published by Editions Beau- 
chemin, Montreal, P. Q. 


7. The Invert, by Anomaly. Bailliere, Tindall and Cox, Lon- 
don, 1949. 


This book was written by an invert to help other inverts adjust 
to their problem and to enable their directors to assist them in this 
adjustment. The first part, which constituted the original work, is 
the most wholesome and helpful treatment of homosexuality I have 
seen. (I am somewhat dubious about the value of the supplement 
that has been added to the present edition.) For more detailed 
comments see LINACRE QUARTERLY, October, 1949, pp. 21-22. 


8. Mercy Murder, by John C. Ford, $.J. The America Press, 
70 East 45th St., New York 17, N. Y., 1950. 


This is only a pamphlet, but I include it here because it con- 
tains a splendid and readable presentation of the arguments 
against our ever-recurring problem, euthanasia. Doctors who must 


give a talk on this subject would find the pamphlet very helpful. 


9. Morality in Medicine, by Timothy P. O’Connell. St. John’s 
Seminary, Brighton 35, Mass., 1949. 


This is a sort of catechism, containing brief answers to many 
of the moral problems that occur in medical practice. 


10. Quizzes on Hospital Ethics, by L. Rumble, M.S.C., and 
Charles M. Carty. Radio Replies Press, St. Paul 1, Minn., 1946. 


Another question-and-answer booklet. It covers more material 
than Father O’Connell’s. A few of the answers may be misleading, 
perhaps because of the authors’ desire to keep them very brief. 
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11. Rhythm-Cal, by Henry A. Fallon. R-C Publishing Co., 
Sunny Slope Station, Kansas City 4, Mo. 


Under this title are included a calendar that Mr. Fallon has 


designed for calculating the days of the safe period and a brief 
explanatory booklet that he has written. They furnish an excellent, 
moderately-priced explanation of the rhythm and should be a great 
help to doctors who want to provide their patients with reliable 
information on this subject. Mr. Fallon also has a booklet entitled 
Temp-o-Graf which explains the basal temperature method of 
determining the date of ovulation. 


C. Books of More General Scope That Contain Some Sections on 
Medical Ethics and That are Useful for Reference: 

12. Ethics With Special Application To The Nursing Profes- 
sion, by Joseph B. McAllister, S.S. W. B. Saunders Co., Phila- 
delphia, Pa., 1947. 


Though they do not constitute a comparatively large section 
of this work, the applications to the medical profession are aptly 
chosen and clearly expressed. 


13. Moral Guidance, by Edwin F. Healy, S.J. Loyola Univer- 
sity Press, Chicago, IIl., 1942. 


This is the first of three volumes that have been styled ‘a 
layman’s moral theology.” The other two volumes are Marriage 
Guidance (1948) and Christian Guidance (1949). Each of the 


volumes, particularly the first, has points of great value to physi- 
cians and nurses. 


Father Healy’s books were written primarily for classroom use, 
and for this reason they contain many problems for discussion. 
Sites ? : : aren B : 
The author’s solutions to the problems are given in paper-bound 
Teacher's Manuals. 


14. Moral and Pastoral Theology, by Henry Davis, S.J. 
Sheed and Ward, New York, N. Y. 


This four-volume work is the most complete treatment of moral 
theology in English. It was first published in 1935 and has gone 
through many editions since then. The second volume has the most 
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applications to medical problems; but the entire set is handy for 
reference. 


15. Morals in Politics and Professions, by Francis J. Connell, 
C.SS.R. The Newman Press, Westminster, Md., 1946. 


The chapters of this volume deal with the duties of professional 
men and government officials and employees. Chapters of special 
pertinence to the medical profession are those on the Catholic 
Doctor, the Catholic Nurse, and the Catholic in Social Service 


Work. 


16. The Science of Ethics, by the Rt. Rev. Msgr. Michael 
Cronin. M. H. Gill and Son, Dublin, Ireland. 


This is a two-volume scholarly presentation of ethics. Since 
the purpose of my book list is practical, I would not recommend 
the first volume except to libraries that have an abundance of 
funds. The second volume, however, has an excellent 14-page 
appendix on medico-moral problems. I have often suggested that 
this appendix be separately printed in pamphlet form. 


17. What Is Marriage?, by Arthur Vermeersch, S.J. The 
America Press, 70 East 45th St., New York 17, N. Y. 


This is a question-and-answer commentary on Pius XI’s ency- 
clical on Christian Marriage. The translation is by T. Lincoln 
Bouscaren, 8.J. It is particularly valuable to the medical profes- 
sion because of the section which deals with attacks on the fetus, 
contraception, sterilization, and rhythm. 


D. Some Useful Magazines: 


(Doctors often ask us for source material for talks on the 
religious or moral aspects of medical questions. These magazines 
generally contain articles that would be helpful for that purpose. ) 


18. The Catholic Medical Quarterly. Published at St. Bona- 
venture’s, Cambridge, England. Successor to The Catholic Medical 
Guardian. 

19. The Catholic Nurse. A quarterly. Obtainable from: The 
Secretary, Catholic Nurses’ Guild, 1 Edmund St., Birmingham 38, 
England. 
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20. Hospital Progress. A monthly. Official Journal of the 


Catholic Hospital Association of the United States and Canada, 


1438 South Grand Blvd., St. Louis 4, Mo. 


21. Linacre. A quarterly. Published at: 14 Ely Place, London, 
E.C.1, England. 


22. THE LINACRE QUARTERLY. Official Journal of the 


Federation of Catholic Physicians’ Guilds, 1438 South Grand ~ 


Blvd., St. Louis 4, Mo. 
E. Valuable French Publications: 


23. Déontologie Médicale, by P. G. Payen, S.J. La Mission 
Catholique, Zi-Ka-Wei, China, 1935. 


24. Précis de Médecine Catholique, by Dr. Henri Bon. Librairie 
Félix Alcan, 108 Boulevard Saint-Germain, Paris, France, 1935. 


25. Ethique Professionnelle, by Abbé J.-Z Dufort. Hopital du 
Sacré-Coeur, Cartierville, P. Q., Canada, 1944. 


Regarding these three publications, let me briefly note these — 


points: Father Payen’s book is limited strictly to medical ethics 
and is probably the most complete of all such treatises. It contains 
more than 800 well-filled pages. Doctor Bon’s is almost as long, 
but it covers a greater variety of topics: e.g. mystical phenomena, 
and some of sacraments. Abbé Dufort’s is a compact little manual. 


26. Cahiers Laénnec. A quarterly publication by French 
Catholic Physicians. It usually devotes a complete issue, sometimes 
two issues, to one topic. Address: 12, rue d’Assas, Paris VI, France. 


* 


Since the last issue of LINACRE QUARTERLY, two more 
Guilds have become affiliated with The Federation—Minneapolis, 


Minnesota and Sioux City, Iowa. The Wilmington, Delaware 
Guild has been reactivated. 
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The Medical Social Worker's 
Contribution to Total Patient Care 


Sister M. Richard, R.S.M. 


VERY PHYSICIAN recognizes today that the modern 
hospital is far more than a series of rooms where patients 
may be housed for convenience of service. An army of thera- 

pists, X-ray specialists, dieticians, and laboratory technologists 
attests to the complexity of contemporary hospital treatment. Yet 
many physicians do not make the fullest possible use of the hospital 
staff for the good of their patients by overlooking the role of the 
medical social worker. 


It is my experience that doctors do not knowingly or deliber- 
ately reject the competence of the medical social worker but rather 
that they are not sufficiently aware of what she has to offer. One 
physician who makes frequent but inconsistent referrals to medical 
social service has made the statement that he actually forgets to 
include her when he is planning a course of treatment. He finds 
this hard to explain, for he admits that he gets excellent service 
when he does work with the medical social worker, and that on such 
occasions his patients are more completely cared for. Another 
physician believes that the difficulty arises from the fact that for 
so many years doctors have been accustomed to doing all their own 
work. They have a tendency to continue in the beaten path. This 
despite the fact that medical social service has been known since 
1905! At that date Dr. Richard Cabot introduced it into Massa- 
chusetts General Hospital on the conviction that, given an under- 
standing of the whole patient which the worker could share with 
the physician, a better diagnosis and treatment of the patient 
would result. It may be that the medical social worker must share 
the responsibility for part of the lack of cooperation between 
doctors and members of her profession. Either she may have failed 
to interpret her field or has attempted interpretation in a way so 
replete with social work terminology that doctors are repelled 
rather than attracted. Undoubtedly the blame falls on both sides: 
there is the apathy of a doctor which prevents his understanding 
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and using possible services; and the attitude of the worker who 
assumes too aggressive a role. It seems that both should strive for 
an acceptable medium of mutual understanding. I shall therefore 
present the case for the medical social worker. 


In the first place she must be well educated. 'To be recognized 
in her professional capacity she must have, in addition to a bache- 
lor’s degree, a master’s degree from one of the 24 colleges or 
universities in the United States approved for training in the 
medical social curriculum. She must also be carefully screened to 
determine whether or not her personality pattern will permit 
productive work with people. Her emotional maturity must enable 
her to be sensitive to the problems of others without personal 
involvement, since such over-identification is recognized as a deter- 
rent in her professional capacity. On the other hand, the Catholic 
medical social worker is preserved from callousness by her spiritual 
motivation: the vision of each patient with whom she works as a 
being possessed of an immortal soul and created for the same end 
for which she herself is destined: enjoyment of the Beatific Vision. 
Thus equipped by training and inspiration she can appreciate 
sympathetically the social setting which influences man’s physical 
being and his personal adjustment to this environment. 


The medical social worker then performs her duties in con- 
formity with the functions of her profession as indicated in A 
Statement of Standards to Be Met by Social Service Departments 
in Hospitals and Clinics. The American Association of Medical 
Social Workers published this statement and the American Hospi- 
tal Association approved it in 1949. Briefly, these functions are: 


1. Practice of social case work. 


2. Participation in program planning and policy formulation 
within the medical institution. 


3. Participation in the development of social and health pro- 
grams in the community. 


4. Participation in the educational program for professional 
personnel. 


5. Social research. 


ve 


a ee ee 
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Since the present article is written primarily to point out how 

“medical social service in Catholic hospitals can better be utilized by 
the physician, I shall, at this time, consider only the first function, 
namely that of the practice of medical social case work. 


In her approach the medical social worker is not acting as an 
individual in her relationship with her patient but rather she is 
performing as a member of a medical team. Here she recognizes 
the doctor as the chief and always in command, the nurse, and 
other persons such as the physical therapist, and the nutritionist, 
who may be included as their training and skill are needed as 
co-workers to present and treat the whole person rather than the 
disease entity with which the patient is afflicted. The process of 
medical social case work is one in which the worker helps the 
patient, who has been referred by the physician, to examine his 
social situation, individualize his problem, and study to discover its 
origin. She works to help him either accept his situation as it is 
and live with it as fully and profitably as possible, or to change 
the situation when this is feasible. One of the mottoes of Alcoholics 
Anonymous conyeys the idea of the point that is being made: 


“God grant me the serenity 
To accept things I cannot change, 
Courage to change things I can, 


And wisdom to know the difference.” 


There is nothing in this process of medical case work that 
singles out any particular economic group for referral. Problems 
aggravating illness, productive of illness, or caused by illness, are 
no respecters of income. The patient in the highest priced room in 
the hospital may be in need of hospitalization precisely because he 
can afford this type of accommodation. Possibly the pressure 
necessary to achieve this degree of monetary success are responsible 
for the illness that has brought him to the physician and the 
hospital. Some doctors maintain that the mention of consultation 
with the medical social worker elicits the comment from the patient 
that he is not in need of charity. In examining into the reasons for 
the neglect of physicians to use the medical social worker, the 
question might be put whether it is because she has set no money 
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value upon her services? Sometimes it is felt the doctor would be~ 


more ready to utilize her services if he did not regard them as 


something free. Does the profession by offering free services, block — 


the use of medical social work in many instances in which it would 
be valuable? Would the medical social worker be more readily 
accepted by the physician if she were to adopt a sliding scale of 
payment and so obliterate her identification with free commodities? 
Does the doctor have the typically American mind that looks upon 
anything free as something without value? 


It has been the experience of the writer that the attitude of the 
physician toward medical social work, not that of the patient, 
influences the type of referrals made. It has been suggested that 
the term medical social worker be used in order to identify her more 


closely with the medical team and the institution of which she is aq 


part. Why does the physician reject the idea of a few words of 
interpretation if this appears to be necessary? Isn’t any method 
of service that might restore the patient to a modicum of health 
and well-being part of the treatment process? How often does the 
physician tell the patient he is sending him for X-ray, names the 
area to be examined, and gives some explanation of the necessary 
procedure? He talks to the patient about ordering a special diet 


and gives evidence of the necessity for this. He discusses his desire — 


to call in another doctor in consultation because of that physi- 
cian’s particular training and skill. Why is he so reluctant to take 
a few minutes to point out the area of competence of the medical 
social worker, the service he is requesting her to give, and this with 
no apology to the patient for requesting another specialized service? 


The feeling seems to prevail among doctors that all problems, 
whether they be purely medical, or complicated by social or mildly 
emotional factors, should be handled strictly on a doctor-patient 
basis and that he, and not a third person, should be the one to help 
resolve them. Part of this is valid thinking. He should have an 
awareness of such factors, but so often without the help of the one 
who is skilled in social history-taking, he is unable to discover them. 
We may as well also face the fact that the doctor is busy and may 
be unable or unwilling to devote the time needed to ventilate real 


feelings and attitudes that may be influencing the illness. Many 
patients often have difficulty in using the help the doctor offers. 
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and the third party, the objective person, the medical social 
worker, is invaluable in aiding the patient to participate in the 
doctor’s treatment plan. 


The element of time should not be the sole motive for referral, 
however. When the physician sees some social component and the 
need for further exploration, he refers the case to the medical 
social worker for the skills she has to offer in rebuilding the whole 
patient. It is the medical social worker’s responsibility, then, to 
use her own professional knowledge and skill to obtain from the 
case a new angle which will complement the physician’s appraisal 
of the situation. The medical social worker sees herself as a member 
of the team who augments rather than replaces the physician. 


It often appears to the medical social worker that the physician 
regards her as a resource to facilitate discharge of the patient and 
nothing else. The referrals for post-hospital planning outnumber 
other referrals in most hospitals. Welcome as these are, the worker 
knows that her function is not entirely in the area of providing 
plans for placement in a county institution or some similar type of 
care. So often the physician makes the referral only 12 or 24 hours 
before the patient is ready to leave the hospital. There is little 
time to do anything more than make a phone call, arrange for a 
room, transportation, etc. The worker might better realize her real 
function if she had been given time to help the patient marshall his 
strengths and help make a plan for himself. To make the plan and 
merely hand it to the patient is not medical case work. This could 
be done by a clerk with no other training than a knowledge of how 
to use the directory of social agencies. A thoughtful plan cannot 
be made on short notice and the plan which does nothing more than 
facilitate the vacating of a hospital bed proves to be inadequate. 


There are certain definite areas in which the medical social 
worker’s services can be valuable. She can help the unmarried 
mother accept motherhood with the attendant problems of provid- 
ing for her baby and of assuming her place once again im society 
without unnecessary trauma. There is the attempted suicide who 
might very well be helped by case work services. In this day of 
psychosomatic medicine, it does not seem enough merely to suture 
the wound, to treat for an overdose of barbiturate or to remove 
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the bullet. Who is to prescribe for the attitudes of the patient or- 
the reality of the social situation that produced a despair so great — 
that the only relief semed to be the taking one’s own life? In the™ 
case of the child who lives in a home where a parent has been 
replaced by someone less acceptable, why is the child ill? Can the — 
physician see no value in asking the aid of the medical social - 
worker to help the child with the problem of acceptance since - 
change is not possible? These are just a few of the cases where | 
medical social service has much to offer: a service entirely different 
from that of the physician yet important in treating the whole 
patient. The patient with the disease is the object of concern here 
rather than the disease the patient has. 


The point of this entire paper may be well illustrated by citing 
two cases: one in which the medical social worker was asked only 
to procure a summary of medical information from another hospi- | 
tal; beyond that her services were rejected. And another in which 
the medical social worker played a prominent role in helping the — 
patient resume normal functions of living. a 


i 
Case No. | t 
An obese, adolescent girl was admitted to the hospital with 
complaints of frequent headaches, abdominal pain, nausea, and — 
weakness. Routine medical procedure revealed no significant organic 
findings; however, in order to confirm and to supplement, the © 
medical social worker was requested to write for an abstract of a 
former hospitalization of the patient. When the medical abstract 
confirmed the impression of functional disorder, the medical social 
worker offered her services further, having supportive therapy in 
mind. The doctor was sufficiently acquainted with the home situa- 
tion of the patient to share with the worker the significant facts 
which included the death of the girl’s mother, for whom the girl 
had a particularly close attachment, and the replacement of that — 
central parent figure by a stepmother whose presence in the home — 
was completely rejected by the girl. The patient’s need to substitute — 
for her intense desire for attention and affection was apparent, 
and yet in the face of psychiatric consultation pointing up a — 
serious anxiety state, the doctor could see no place for the services 
of the medical social worker. The patient was discharged from the 
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hospital to the care of her home physician, with no contact from 
the medical social worker. Only a short interval elapsed before the 
worker learned of further clashes in the patient’s social situation. 
Her school work was being seriously affected by her inability to face 
a reality-situation, and she manifested this through frequent 
attacks of nausea, weakness, and fainting spells. This was to be 
expected, for the girl had not been given an opportunity for skilled 
help to resolve, to some extent, the difficulties she found too 
challenging to meet alone. 


Case No. 2 


A 33-year-old, post-operative woman was referred to the 
department for supportive therapy and help in accepting discharge 
from the hospital. The physician made a verbal referral and gave 
the worker the following facts: he had performed a bowel resec- 
tion on the patient about seven weeks before, and her recovery was 
uneventful considering the seriousness of the operation. About ten 
days before the referral, and after she had been up and walking 
around the corridors, he told her on a Monday that she could plan 
on going home Thursday. She seemed pleased at the prospect but 
that evening began to run a temperature, became nauseated and 
vomited, and was generally ill. The resident felt she had contracted 
some slight infection and ordered her back to bed. When the 
surgeon visited the next morning he, too, assumed this to be the 
case, and told the patient she would have to cancel plans for 
Thursday and await further developments. The next day she was 
again able to sit up in a chair and the following day to begin her 
frequent short walks in the corridor. Again she was told of the 
discharge plan and again received the information with the same 
outward reaction but again within eight or ten hours her physical 
condition became worse. This happened a third time before the 
physician had thoroughly made up his mind there must be some- 
thing in the thought of discharge that was causing the presented 
symptoms. It was then he referred the case to the worker. 


A brief social history showed that this patient had been reared 
in an atmosphere of wealth, culture, and refinement, and that her 
relatives were all rather well-to-do. Her father had been a member 
of a large symphony orchestra, but was now retired, and lived 
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alone with this daughter in a small apartment, supported by his 
pension and her salary from her employment as a private secretary 
to an attorney. The worker interviewed the father and he was able” 
to supplement some of the information gleaned from the patient. 


The patient after a few interviews expressed worry over return- 
ing to her home at the present time and trying to assume her duties 
as housekeeper for she felt too ill and weak. She had been receiving 
her salary from her employer but was afraid this would not con- 
tinue much longer, particularly if she were able to return home but 
not able to return to work. She was concerned, too, about how long 
she would live, for she had a good deal of apprehension about 


carcinoma. She had read that anyone who had an operation hke — 


hers had cancer. The doctor, however, had not mentioned this to 
her. She feared and yet wished that her father might know it: if 
he knew it he would worry excessively ;if he did not he might expect 
much more from her than she would be able to give in terms of 


physical strength. 


By means of well planned interviews and always in collabora- | 


tion with the physician, the worker was able to help the patient — ; 
verbalize her fears and talk through her feelings. She was able to — 
interpret to the patient that all such operations did not necessarily 


mean cancer, and that hers certainly did not. The worker was able 
to offer post-hospital care to the patient at a convalescent home 


about 20 miles out of the city where there was a sliding scale of — 
payment in accordance with the patient’s ability to pay. She — 


accepted this offer with alacrity, for she had not known such places 


existed; she had heard of the very expensive institutions or those — 


planned for care of the indigent. She was pleased to think that she 
could enjoy this particular convalescent home and still keep the 
things she clung to so tenaciously; her cultural values and the 
dignity of being self-maintaining. 


The patient left the hospital about ten days after the physician 
first talked with the worker. She seemed an entirely different 
individual than when the worker first saw her. The pent-up tensions 
which she had never shared with anyone had been released by 
discussion, plans were made for a basic need, namely, time to 
recuperate away from a hospital setting and with no home respon- 
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sibilities, in a situation which would convince her employer of the 
need for her to remain away from the office for another month, 
with the assurance that atthe end of that time she would return 
really able for work. 


In conclusion it seems desirable to state the functions of the 
medical social worker as clearly and succinctly as the writer sees 
them: 


1. To assist the physician to see the patient in his economic, 
environmental, and cultural setting. 


2. To help the patient plan and carry through a program of 
medical care as recommended by the physician. 


3. To assist the patient’s family to adjust to the illness of a 
member of the family group. 


4. To participate with the family in working out a solution to 
the difficulties caused by illness. 


5. To interpret the recommendations of the physician to the 
family when necessary. 


6. To help the patient understand any emotional problems 
that may be causing his illness. 


7. To aid the patient to overcome the emotional problems 
caused by illness. 


The Executive Board of the Federation of Catholic Physi- 
cians’ Guilds will meet at 10:00 a.m., June 13, The Claridge 
Hotel, Atlantic City, New Jersey. The elective officers and one 
delegate from each active constituent Guild will conduct business 
at which time there will be election of officers. 


— 
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Medico-Moral Notes 


Francis P. Furlong, S.J. 
Morality in the Journal of the American Medical Association. 


In these “Notes” I should like to go through a few of the very 
recent numbers of the Journal of the American Medical Associa- 
tion, and consider some of the moral implications of an occasional 
article, or note, or report, or answer to a query. I am more con- 
cerned about correction and clarification of points that might lead 
to error. Still, this will also afford a welcome opportunity to speak 
a word of praise when praise is due. References to the current 
volume 145 of the Journal will be made simply by page. 


Unnecessary Surgery 


Dr. Philip Thorek, for instance, in reporting the result of 
vagotomy for idiopathic ulcerative colitis and regional enteritis — 
prefaces his article with: “One naturally assumes that before any 
form of surgical intervention is contemplated for this condition — 
proper medical and psychiatric therapy have been given a thorough — 
trial.” (P. 140) In concluding the discussion in which less radical i 
therapeutic measures had been emphasized the doctor repeated the 
above and made but one prudent request. “However, these patients — H 
must not be ‘studied to death,’ nor must they be conservatively : 
treated to the point of surgical irreversibility. Vagotomy warrants — 
further careful investigation.” (P. 146) 


We can agree, too, I believe, with the remarks of Dr. P. Robb 
McDonald in concluding the discussion of his article “The Dislo- ¢! 
cated Lens.” “Dr. Thala stated that we should have the patient © 
under control. I also think that the surgeon should be under — 
control and not try to do too much.” (P. 226) 


Again is not a right concern about what the patient has to — 
gain or lose shown in the following? I quote from an abstract of — 
R.N. Janes’ article on porate and Pneumonectomy for Pul- 
monary 'Tuberculosis” 


re 
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“The results of the procedure can be regarded as reasonably 
satisfactory when it is realized that the group comprised patients 
in whom other types of treatment had failed and those in whom no 
other kind of treatment was likely to be effective. Excision should 
not be regarded as a substitute for the other types of therapy, 
particularly for thoracoplasty. The fact that the average mortal- 
ity from 589 thoracoplasties done in the six-year period from 1942 
to 1948 was one per cent illustrates the relative risk of the two 


procedures.” (P. 523) 


Lobotomy 


This is just another example, really, of the general subject 
treated above as unnecessary surgery. Since it is mentioned 
frequently, however, it will be more convenient to treat it sepa- 
rately. L. Drubin in a “Preliminary Report of 62 Prefrontal 
Lobotomies on Psychotic Male Veterans” says: “Loss of agitated, 
self-destructive and disturbed behavior in chronic psychotic 
patients is the outstanding accomplishment of lobotomy in a 
substantial percentage of the cases.” (P. 263) 


In the Journal for 1950, (vol. 144, P. 1520) there is Dr. 
Stengel’s report on his follow-up of 330 of 345 patients who were 
submitted to prefrontal lobotomy. He concludes: 


“The limitations of leukotomy in the treatment of schizophrenic 
reaction types of disorder and paranoid states have again been 
Jemonstrated in these patients. Full remissions have been observed 
mainly in patients whose personalities and mental conditions had 
features that are generally regarded as assets from the point of 
view of prognosis. There is no general consensus as to whether such 
patients should be operated on.... Leukotomy, therefore, set in 
notion a process that might have taken place without it.” 


In management of intractable pain E. A. Smolik says: “Lobo- 
‘omy was offered only as a last resort in all instances.” (P. 589) 
Similarily of intractable pain Drs. Laine and Soots stress: “the 
pain did not disappear completely but lost its agonizing character 
n six of the seven patients reported on.” They claim further that: 
‘Leukotomy according to Popen’s technic does not induce person- 


pen 


Or 
iN) 
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ality changes and may be done more rapidly than topectomy. 


(P. 526) 


After these considerations may we not cite as prudent the 
answer to a query on “Amputation Stump Pain and Lobotomy?” 
“Lobotomy has been used successfully for the relief of pain follow- 
ing amputation, but the results, as far as return to an effective 
social life and working ability are concerned, have not been good. 
Standard prefrontal lobotomy is too extensive. Too few patients 
have been treated by other psychosurgical means to permit a 
definite expression of opinion. Since there have been reports of 
relief of phantom limb pain following electro-shock therapy, this 
might be tried first, followed by transorbital lobotomy and further — 
shock treatment if necessary.” (P. 774) 


I understand that some might have greater concern about 
possible bad effects from a transorbital lobotomy. What I should 
like to praise is the cautious conservative approach. Can we not 
see here a responsible member of the medical profession carefully 
working towards the solution of a difficult problem, much as a 
moral theologian painstakingly arrives at a tentative solution? For 
instance, Father Gerald Kelly, S.J. in Hospital Progress (Febru-_ 
ary, 1950, P. 56) suggests: “we may apply to lobotomy for pain — 
the same rule that is given in the code for lobotomy in the treat= 
ment of mental illness. In other words, the operation is permissible: 
a) as a last resort; and b) when there is solid hope that its bene- 
ficial results for the patient will outweigh its harmful effects.” 


Section following Death from Pulmonary Tuberculosis.” It is most 
unfortunate that: “No previous cases of_post-mortem cesarean 
section done on patients who had died from pulmonary tuberculosis 
have been recorded.” The unfortunate thing is not that they have 
not been recorded, but that likely they have not been performed. 
Catholic medical men above all should indeed keep in mind: “With 
an estimated 90,000 patients with active tuberculosis confined to 
sanatoriums and rest homes the incidence of pregnancy among the 


Post-Mortem Cesarean Section 
Dr. Kronick describes a “Successful Post-mortem Cesarean 
women patients might be significant, and the possibility of . 
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esarean section at the time of death should be realized. There is 
io reason to suspect that the rescued infant may not prove healthy 
nd normal in all respects whether the death of the mother was 
aused by pulmonary tuberculosis or other disease.” (P. 933) 


A question of life and death here! In that reported case even 
juestion of normal healthy life for this pilgrimage and exile on this 
jlanet earth. Yet even suppose the child was not to be normal and 
lealthy, what about life eternal? In how many cases when it might 
ye impossible to deliver a child that would live for any length of 
ime, would it be possible for the zealous, competent, conscientious 
surgeon to provide for the eternal life of the fetus by extracting 
t for immediate Baptism? “When a mother dies in pregnancy and 
he fetus is judged to be at least probably alive, it should be 
mmediately extracted and baptized. Before doing this, one should 
ave the consent, at least reasonably presumed, of the proper 
elatives.”” (“An Instruction on Baptism,” Gerald Kelly, S.J., 
Medico-Moral Problems I, 50.) 


Vasectomy 


On legal and medical grounds Dr. Vincent J. O’Conor argues 
vell the case against vasectomy “‘as the easy and safe way to effect 
sterilization.” He does so in a letter to the editor of the Journal 
‘vol. 144, P. 1502). He remarks: “The surgeon that considers 
loing a vasectomy for any purpose other than the direct treatment 
yf local disease must know that in practically every state in the 
TJnion this operative procedure is considered an illegal one.” 


As a member of the medical profession Dr. O’Conor appeals to 
Mis OWn experience. Since he is also a Professor of Urology his 
estimony is of greater value. “Making a man ‘safe sexually’ has 
yften resulted in marital infidelity, domestic discord, separation 
ind divorce. These experiences are frequent in our records in 
ontrast with those quoted by the authors in their 50 cases.” 


Finally Dr. O’Conor argues from the experience of others. He 
s convinced that: “Most experienced urologists will agree that 
xrofound sexual neuroses and imaginative ills often follow vasec- 
omy when it has been performed purely to prevent pregnancy.” 
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Such a vasectomy, one done purely to prevent pregnancy, is a 
direct sterilization, and as such something bad and wrong in itself. 
When we point to its disastrous consequences, we are not arguing 
that it is bad because it is not expedient. It is just another instance 
of “Bad morals, bad medicine.” Dr. O’Conor’s arguments are valid, 
and likely of more force for many than any ethical or religious 
considerations of direct sterilization as the usurpation of the © 
rights of God. 


Abortion 


Even here we can find something to praise, since we shall first 
consider threatened abortion. It is good to see how Dr. M. Dumont ~ 
weighs with care the value and the risk of the use of neostigmine — 
for pregnancy test. “Neostigmine is of definite therapeutic value in 
amenorrhea. It should be used cautiously in obstetric practice as’ 
a diagnostic test for early pregnancy, because it has been followed 
by abortion in a significant proportion of cases.” (P. 766) 


t 
: 
With that, though, our praise must stop. What about that 
ugly thing called therapeutic abortion? Now the Journal ocd 
state: “The answers here published have been prepared by compe- | 
tent authorities. They do not, however, represent the opinions of — 
any official bodies unless specifically stated in the reply.” (P. 126) 
The “authority” discussing “Retinal Detachment during Preg- 
nancy” may be most competent medically. Yet he is most certainly 
not competent to condemn to death the innocent child in its 
mother’s womb. He may feel that medically: “the risk is so great 
that there is little difference of opinion as to proper action: Preg- 
nancy must be terminated.” (P. 128) Still the doctor, as every 


man, must recognize the limitations placed upon him by a higher 
authority. “Thou shalt not kill!” 


In an abstract on the management of pregnancy during heart 
disease we are told coldly: “Indications for prevention of preg- 
nancy and therapeutic interruption are presented and methods for — 
their accomplishment discussed.” (P. 593) I wonder how many of 
the doctors who would routinely recommend interruption of preg- 
nancy because of heart disease will read Dr. C. Curtiss? report: 
“that of 99 patients referred to the antepartum cardiac clinic in 
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ne year because of suspected heart disease, the diagnosis was 
onfirmed in only 12, who had chronic rheumatic heart disease.” 
Jr. Curtiss points out that: “it is easy to be misled by a loud 
ystolic murmur, which is commonly heard in pregnant patients 
ith normal hearts, or by a loud mitral first sound ordinarily 
uggesting mitral stenosis but also heard in normal hearts during 


meonancy.” (P. 760) 


Is there not food for thought in this that: “In the management 
f most of the cases of rheumatic heart disease in this series inter- 
uption of pregnancy was not considered because of religious 
bjections. Thus, in some cases, in which the pregnancy would 
rdinarily have been interrupted, it was found the patient fared 
etter than had been expected.” (P. 760) Is this another instance 
f “Good morality, good medicine?” Be that as it may, no matter 
that the circumstances, “Thou shalt not kill!’’. 


Last year, too, among the Journal's solutions was a calm 
cceptance of therapeutic abortion as the way out of a distressing 
ase of “RH Isosensitization by Pregnancy.” (vol. 144, P. 1417)- 
Where the expectant mother is strongly sensitized to the RH 
actor aud the husband is homozygous for the RH factor, a thera- 
eutic abortion may be indicated, provided the pregnancy is not 
oo far advanced. The abortion would be indicated not only because 
uch a pregnancy would be futile but because it involves increased 
azards for the mother, since toxemia and severe post-partum hem- 
rrhage are not infrequently associated with hydropic stillbirths.” 


Obviously we cannot make an issue of therapeutic abortion in 
very number of the LINACRE QUARTERLY. The cases cited 
hould suffice to direct the attention of Catholic doctors to the 
anger there is of their own moral resistance being worn away just 
y the constant repetition of a pagan policy. Drops of water, we 
now, falling ever so gently but steadily, wear away the hardest 
tone. 


Contraception 


Endless repetition of propaganda to make something morally 
pul, be accepted as convenient, as expedient, and therefore as 
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good, is characteristic of the advocates of race-suicide, the birth- 
controllers and those who live on the sin and the moral corruption: 
of others. They can glory now in being acceptable to the Journal, 
of the A.M. A., and in being allowed to contribute not a little in: 
the form of ads for contraceptive instruments and aids, ads often: 
repeated and more often than not full-page spreads. Yet withal 
they are but promoting and encouraging sin. That outward shows 
of soundness and serious concern for the well-being of the nation: 
does but “film and screen the ulcerous spot whilst rank corruption ’ 
mining all within infects unseen.” Doctors should know enough: 
to probe. 


Would that the Journal had the courage to apply to its own: 
advertising of contraceptive devices the very principles it expounds : 
so well in an editorial on “Advertising for Home Remedies.” 
“Responsibility for clean advertising copy rests with the manufac-: 
turer or distributor and his advertising representative, sometimes | 
with his sales outlet and always with those who control the medium 
through which the advertising appeal is made. No one who engages 

-In any part of the transaction can turn away with the thought 
that the promotion is not his problem. If he has any sense of moral 
obligation to those who turn to him in trust, he will not disclaim: 
responsibility but instead will be eager to assume it.” (P. 987) 


Donor Insemination 


On September 29, 1949 Pope Pius XII treated this point of 
donor insemination in his more general discourse to the delegates 
in Rome for the fourth International Convention of Catholic 
Doctors (LINACRE QUARTERLY, October, 1950). We read 


there on this precise point: 


e 


“Artificial insemination in marriage with the use of an active 
element from a third person is equally immoral and as such is to be 
rejected summarily. Only the marriage partners have mutual 
rights over their bodies for the procreation of new life and these 
are exclusive, non-transferable and inalienable rights. So it must 
be out of consideration for the child. 


“By virtue of this same bond, nature imposes on whoever gives 
life to a small creature the task of its preservation and education. 


ee 
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etween the marriage partners, however, and a child which is the 
uit of the active element of a third person — even though the 
usband consents—there is no bond of origin, no moral or Pirie! 
ond of conjugal procreation.” 


Modern paganism rampant is to be seen in the enthusiasm 
1own for donor insemination. We judge not the motives of the 
uthors of “Sociologic and Psychological Aspects of Artificial 
isemination with Donor Semen.” (Pp. 1062-64) Nevertheless they 
re advocating something morally wrong for any human being no 
atter what his race or religion may be. 


With regard to the conclusions of the above article we must 
mply deny that: “The medical indications for donor insemination 
re broader than is generally appreciated.” Even though: “at 
resent this procedure offers practically the sole hope of relief not 
nly in cases of absolute male sterility but also in a much larger 
roup of cases in which the male partner is only relatively infer- 
le”, still evil is not to be done that good may result. Even though: 
The experience of hundreds of couples has proved that donor 
isemination can bring great happiness”; though: “there is a 
rowing interest in the procedure among physicians, as well as a 
eadily increasing demand for it on the part of the laity” ; though: 
Donor insemination is undoubtedly destined to be employed more 
nd more”; still evil is not to be done that good may result. 


We should like to stress the conclusion: “But sociologic and 
sychological contraindications are numerous and important. Incal- 
ulable harm will be done if practitioners neglect these and start 
sing donor insemination as a sort of assembly line technic aimed 
t mass production, as a routine manipulation of life or as an 
personal regimentation of the human reproductive powers.” 
P. 1064) Donor insemination is repudiated entirely, however, not 
scause of its bad effects, but because in itself it is always brutally 
amoral. 


. 


Conclusion 


We have gone through these recent issues of the Journal to 
ote the moral implications of some of the matter there presented. 
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This we have done not to evaluate the publication as a professional 
journal, but to praise correct moral judgment, and on occasion to 
speak that sufficient word to Catholic doctors to put them on guard. 


Doctors have consciences, it is true, and must form correct 
moral judgments for themselves. Indeed, many of the contributors 
to the Journal showed a fine sense of responsibility and good moral 
judgment. There are some, however, who take unto themselves the 
office of professional theologian, of teaching Church, of Almighty 


God Himself. 


x 4 »¥ 


International Catholic Medical Congress 
to be held in Paris, France 


between July 6 and 9, 1951 


Interested doctors are urged to contact The Federation 
of Catholic Physicians’ Guilds, 1438 South Grand Boule- 
vard, St. Louis 4, Missouri. 


* 


“Medical Chats,” a regular feature of The Pilot, Catholic 
paper published in Boston, are prepared by members of the 
Guild of St. Luke of Boston. Considerable space is allotted 
these weekly articles by doctors who are members of the Guild. 


* 


Word comes from Tokyo that plans are being made for an 
all-Japan federation of Catholic physicians. Committees have 
been set up in key cities and a general meeting of representatives 


held. 


The Chaplain of the Tokyo Federation of Catholic Physicians 
said a national organization would permit all members to be 
advised of the latest developments in medicine and surgery. 


aE — 


